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part Ill: the arkansas H tV/AIDS minority
Task Force—2009 Update

In uddition to the AMHC F ‘(2009 grants announced in July 2009, ri FY20 10, AMHC arid

ADH par triercuJ to release a joint Roquest for Applications IRI-Al for HIV prevention The
OFA ri’serits a unrqi re and novel collaborative effort between ADH aol AMHC to foster a

tatewide coordinated effort to more effectively combat HiV/AIDS ri Arkansas. The purpose of

this grant is to reduce new HIV infections in Arkansas, and the prolect will focus on 3 areas:

• Hl\J testing and counseling

• Prevention for positives

• Prevention based on current modes of transmission

The REA totaled $600,000 ($350,000 from ADH and $250,000 from AMHC) available for

funding for 12 month grants/subqrants. The deadline for submitting applications was October

7, 2009, and the grant recipients were announced early in 2010. ‘

In August 2008, AMHC formed the Arkansas HIV Prevention Coalition, in part to help advance

The recommendations of the HIVIAIDS Minority Task Force. With Fask Force support, the

Coalition has grown to include a number of aqencies, including: ADH, UAMS College of

Public Health, Jefferson Comprehensive Care System, Inc., the Center for Healing Hearts and

Spirits, PARK, a recreational center, St. Mark Baptist Church, STAND News, the Arkansas

AIDS Foundation, Jubilee Christian Center, Future Builders, Inc., and the Arkansas Human

Development Corporation. The coalition’s focus is on high-risk target audiences who are not

infected with HIV. These groups nclude, but are not lirnrted to, African American women,

the youth population, and the Hispanic population. . In addition, symposia were held at the

Arkansas State University in Jonesboro and at the L.V. Floyd Community Outreach Center in

Blytheville.

In partnership with ADH, the coalition planned a series of events to commemorate World

AIDS Day on December 1, 2009. Designed to increase awareness of and knowledge about

HIV, these included a number of community-site testing events, participation by more than

30 churches in 7 counties in “Compassion Sunday” on November 29, a press conference

innouncing essay and poster contest winners, and a balloon release. Additionally, nationally

known actress and AIDS activist Sheryl Lee Ralph performed her one-woman show entitled

‘Sometimes I Cry”— The Lives, Loves, and Losses of Women Infected and Affected by HIV/

AIDS,” and Future Builders, Inc. presented the Fifth Annual Arkansas HIV/AIDS Prevention and

Awareness Symposium at Philander Smith College. The symposium’s sponsors included the

ADH HIV/STD/Hepatitis C Section, AMHC, and the Arkansas HIV Prevention Coalition.

As HIV/AIDS continues to disproportionately affect the minority communities of Arkansas,

the ask Force will continue to investigate and propose ways to intervene effectively. To make

meaningful progress in the fight against HIV/AIDS, however, will require a greater commitment

and investment from the state, as detailed further in the following sections of this report.
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C

STATE REVENUE AND SPENDING ISSUES C

Successes c
Fiscal responsibility c
Arkansas is a fiscally responsible state and its discipline has served it relatively well in the

current economic downturn. The constitution places a general bar against state borrowing C
and requires that taxes raised from one source be dedicated to a similar purpose. The

state’s Revenue Stabilization Law has helped the state fulfill its constitutional mandate of

a balanced budget by creating a highly structured and regimented budget process. State C
revenue is distributed into priority-based categories by the legislature. Appropnations flow

first to programs in the urgently needed items and finally, if funds remain, the legislature C

will appropriate monies to items in the “wish-list” category. To comply with these

structural requirements, the state legislature passes upwards of 1.300 appropriations

bills every year, where many states pass 5 or fewer every year. The state’s attention to C

fiscal detail does not stop at the point of appropnations. After tunds are appropriated, the

legislature reviews and must give its approval to all contracts worth more than $25.000.’

These requirements have helped the state to weather the current economic crisis with C
fewer budget cuts than many states around the nation.

Medicaid Trust Fund

A particularly striking example of Arkansas’s fiscal responsibility is the Medicaid Trust 9
Fund. In the early 1990s, Arkansas created a dedicated revenue stream for its Medicaid C
program. The state has not raided the fund for other purposes, which has allowed it to

maintain long-term stability in the state Medicaid program.’°’

Challenges

State budget and revenue C
Arkansas is a proudly fiscally responsible state, but its revenue and appropriations

policies help make it one of the most inhospitable states in the nation for people living with C
HIV/AIDS. Arkansas provides zero state funds for HIV/AIDS care. While the state does

maintain the HIV/STD/Hepatitis C Section within the Department of Health and has

HIV-positive individuals on its Medicaid rolls, no state dollars are dedicated to the AIDS

Drug Assistance Program or any other HIV-specific care program. This places Arkansas

at the bottom nationally in terms of state contributions to HIV care.’°

While Arkansas does not provide state funds for HIV/AIDS-specific care and treatment

programs, the state has allocated funds for HIV education and awareness. According C

to Idonia Trotter of the Arkansas Minority Health Commission, (AMHC) Arkansas has

contributed approximately $590,000 in FY2009 and FY2O1O to HIV/AIDS education and

C

C
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‘Ni1iS in n Hnr)rity ‘ann tir1iti-Is throi igh the AMHC 1—’IV/AIDS (Ii tnsch lnitatci-’

r.irit Prolr-ct. In addition, through recent fiscal session supplemental appropriations to the
MH , Arkansas wit contribute anothc’r $400,000 turing F’c20 1 1 to minority communities
tf rouqltout the state to advance education and awar ene campaigr and provide testing in
Mrv an American, hispanic, Asian, and Arm nc an Indian populations he AMHC’ HIV/AIDS
)utreach Initiative is administered with tobacco ettlement funds through Initiated Act I
he AMHC Board of Commissioners, in early 2008, voted to focus on FIIV /AIDS education

cud ,iWarPnOss in minority ;oitlmrjnitmes throughout the state from F :009 f ‘20 12.

at i’sms tax liveni in [iCr capita is near the nation rI average but the hi irden is qnm ficantly

)c used on low income corlirnunities the very (.otflrtiunities most adversely affected by
llV/AIDS Arkansas r, 1 at only 12 states to levy an income tax on families of 3 who are

helc w the poverty level 3nd 1 of only 16 that levies such a tax on a family of 4 It levies the
bird highest tax in the nation on a single parent family of 3 living at the poverty line and the
‘-conri hmqh’zt tax in the nation on such fammies at 125 5 of poverty.

‘j’-ry family arniog more than $1 1,716 per year has to pay the tax-—one of the owest
ncomnc-’s to be taxed in the nation, the state has 6 tax brackets from 1% of income up
to 7 4, N th th’ top bracket at $31,000 arid above Arkansas also raises nrorc, than $28
or year in ,ales taxes while allowing a 30% capital gains tax deduction -policies more

immediately helpful to wealthy taxpayers than to nw-income workers.

Tnc’se mgressive policies are i teeply eritrerrchd State law rc-’quires a three-tour ths
upcarmnaloritv for income tax increases while sales taxes require only a majority vote.

\dditmnnally Arkansas’s top income tax bracket in 1929 was $25,000, nearly $300,000
.n today’s dollars, meaning that even as the top bracket has risen to $31,000, Arkansas’s
ocoine tax as gotten far more regressive in past decades.

Arkansas’s relatively regressive income tax is the state’s largest source of discretionary
mveoue. Ehirty-two percent l$5.6B of the state s revenue s classified as general revenue
and traIt of those funds are collected through the personal income tax —approximately

‘E2.7B. Fhe other malor driver of general revenue is sales tax, which raises $2.18 per year.

Corporate taxes raise only $354M per year and have fallen from 31% of general revenue to
6 1o n the past 3 decades,

Tncntv thm on porn out of Arkansas’s reverm’ in cornea from the federal government,
5’’ is ocome front state trusts, 9 t is special revenue such as license fees, fuel taxes,

mu other funds mostly earmarked for their collectors. Twenty-one percent of state revenue
oroes from various cash sources such as interest on state investments, tuition fees, or

nt from state property. These funds are typically dedicated for specific agencies and
iepartmonts, making health peoding largely dcpeodent on discretionary atate income.

37

-uccesses, _hallenges, -mod Opportunitmu’s for improving Healthcare Access



.tate import

‘art IV: successes, challenges, and
opportunities for improving healthcare access

VVi’hin ‘I ii; jioni of di’,rrntinnary revenijn, health ornc;’anis receive $1 .04B in general C

r.• ‘-nue —penditures (24%). While this rint insignificant sum ranks behind only K-12

Jut ition a recipient of state funds, the state’s rc gressive revenue generators and

inn limited pod of discrotionary funds ioparontlv leave %tate ‘ffir ials ittle flocibility to 0
iivest iii st’itEi HIV proqrams

Qoportunities
‘y rPcA ientinq some of its t€nation pnorities or settinq a dedicated revenue stream for

ilth ‘cjrams, Ark air w tould ngnitirantly improve HIVIAIDS care in the state The C

“ot’; Medicaid trust fund, ARKids Fir 1, and the state’s efforts on prostate cancer

ut’eiling ‘ach demonstrate that ;i focused state commitment to a public health issue

ui vinid very positive rosults. To address i-IIV and otner chronic conditions that prim.anly

iffect ow income Arkansans, the state must explore ways to raise or reprioritize

‘.‘venue Arkansas his signiticant opportunities to improve conditions for people living

.vifl HIVIAIL)S n the state if they reverse the rapid decline .n corporate taxation, shift c
he tax code away from a heavy reliance on low net worth individuals, or loosen the rigid

jifrx ation of state trust and rash income C

C
MEDICAID IN ARKANSAS

C
Successes
ARK1ds First

C

Arkansas’s Medicaid program is one of the most generous in the nation in terms of C
• oi.. ring thildren. ARkids First A and B have been extremely succossful in expandinq

hi;’3reW3 access to health insurance. rogether, the programs have helped Arkansas c,t

tie rate of uninsured children from 21 ‘6 in 1997 to 9* in 2009. The programs over

more than 333,000 children, 70,000 of whom would otherwise have gone without

iipalth insurance.’ C

The programs’ success is due to expanded eligibility cnteria for children and a generous C
‘.-rteral match rate. While Arkansas’s Meoicaid program his stnct income and asset c.
‘,veis for adults, there is no asset test for .;hiidren, and ARKids First opens up coverage

) kids with family incomes up to 200% F PL. The federal match rate for rgu ar C
‘,lerjicaid is 73%. still high by rational standards, but t is 82% for ARKids First.

\c a result of these programs, 78$ of poor children receive Medicaid in Arkansas,

ompared with 64% nationally, and 92% of Arkansas’s children are insured, compared

,virn 89% nationwide. C

C

Cs

C
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Challenges
e, urrently Jesigned Arkairas , Medic aid pr(*Jram presents ‘iqnific mt ri illenqes to
‘v mr nine individuals €ictoss to healthcarf’. The i hallencjes (Jr.) pcitticulemrly acute for

i”hviduals living with HIV/AIDS. Arkansas i’I one of the poorest shnes in ihp nation with
third l,wnst nindi.jii ine:omn r.ir king al,ov.i only I ouisiaiia and Missi” ippi. ‘ Givun

‘Ii avr’rage health piemiuins have risen ‘. times faster than waqes in ucent years. that
•rknn’;ans oay tln Sn (‘11.1 hiqhest preniiiini .hare of any state in din country, and that
ai l’an’,as efliDloynic insiiie ti I( wi’r paicentaqe of woii ers than in most ‘tatec around the
oliltry, .3 suostantial percentage of the state’s citizens either are not provided or cannot

ifford incurance through the pnvate or employer marketplace These fictors tombine to
rr ate a sq ificant demand for health insurrnc e through public programs like Medicaid

respite, or perhaps because or, this tremendous demand for services, Arkansas has
ome of the most rigorous eligibility standards and one of the least generous bonefits

r.ackaqes of any Medicaid proqram in the nation.

,Vnrlc mg parents and nondi’iabled ,rwlividuals are not eligible for Medicaid unless they eam
•rs than $255 per month 43.060 in a year. This represents lust I! n of the FPL The
iveraqe national income nliqibility level is $1 1.928, or 68% (If the FPL in iddition to
Theise strict income limits, a nondisabled family of 3 is only eligible it thny have loss than
$1,000 in assets

\rkansas has a medically needy category called “Medicaid spend down ‘The program
•imits eligible individuals’ income to $108 per month (15% of the FPI ) and $2,000 in
nsets after they’ ,pend down” the rest of their funds on medical care. For couples
th. income level is $217 ,er month (22% of the FPL) and the asset limit is $3,000.

‘)nce enrolled in Liedicaid. Arfransans are offered an extremely limited benefits package.
Medicaid covers a maximum of 12 hospital outpatient visits, 12 office visits, 1 basic family
‘-lanninq visit, and 3 periodic family planning visits. For most adult beneficiaries there
s a maximum or $500 in laboratory and ‘c-iay services and a maximum of 24 inpatient
hospital (Jays per ‘ear. Adult beneficiaries outside ot nursing homes are limited to 3
plarmaceutical prescriptions, including refills, per month. Extensions may be granted for a
maximum of 6 prescriptions per month for beneticianes at nsk of institutionalization.

These prescnption limits are particularly challenging for people living with HIV/AIDS
..ecause of the r ignificant medication requirements and the maor contraction in the
,tate s AIDS Drug Assistance Program (ADAPt AIDS Drug Assistance Program eligibility
r’as dropped from 500’X. FPL to 200% FPL. Additionally, the new eligibility requirements
n.’cifically bar .jv ndividual on Medicaid from participating in ADAP a
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‘ Ark ar isis ii o re rcnr s cost sharin by beneficiaries. . rr e benehc sines pay the hrt 1 00o

.1 the lust cay ul huspitai stivs, -md some roust pay 50 souls to 3 it each prescription

eni I sir io’, n the w -rt ii ,cj hsablmi aid ulterior V are r’ ‘lured Ic ay 25 uf trie si arges ter

9 tilt lay tit inpatient hospital s°rVi(e, arrd have tr’q’ r ‘pno nt en ume dditinn

ft Vi((’S

Vhile Arkansa, Medic aid foes offer home nd community haed er vices throuqh a waiver

o grim, ft me is a s qnifuuant waitlist fur the services mud the proqr im d ifs I t have a

iteqc ay h those living with H lV’lDS

to sd ru,ult ut these r’strv,ti’ us is that people iviiiq :iith HI\J/A 1DB must be either

\trr rely poor o sigi its anrly disabled by their disease to griali ty for Mm heard coverage

I o it irro elioihilitv md the limited benefits if individoals do quality driVe d significant

iurnher of uninsured or undc rinsured individuals to the emergency room for care. This care

often ignificantly more epensive for individuals, the state, and, oltirnately, consumers

2 hrsjlth,:,,re tb-mt hive unsurance Uncumnpensated care tor the uninsured represents a

‘nultillsrr dollar ‘ hidnen health lax’ (4 $1500 per year en every Ar kurisin with health

surancm Fh uk ‘f overaqe and benefits also keiv intl briton to Ark ansas’s startlinaly

ugh p’ ic entage of unmet (‘pd for those living with Ft IV, itt high and apr hr mtes of AIDS

hiagnosi for m wly di tgnosed H V positive individuals, and ts F igh and rapid death rate for

newly diagnosed individuals

opportunities

V th such t gb system-wide sosts arising (in part> trom the restrictinns iii the state’s

tjlridi, b ljru(Jralll, the most nhv.uus uppurrunities are 10 e inch euqibulity and benefits.

If e t vjh up Irortt cost of uuh an action could make it difficurt, nut uuch in expansion could

irast c lIly improve hut dreds of thousands of yes and ave Arkansans billions per year in

uinconrpel “ated are cots, oremiurns, and tax revenue.

Early Treatment for HIV Act

Other states have increased Medicaid access for p ‘epIc with HlV!lDS by creating a

resuniprive eligibility category rod by using waivers tn ser predsauled HV-uonitivcr

ndividiials, Both Massachusotta and Maine have waivers mllowing HIV positive low ucome

eople to qualify for Medicaid. Earlier access to Medic aid can actually reduce coats, as ê
pc epIc with earlier ieee s to are stay healthier longer, and ait avoid more epertnive

rtedr al interventions.
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S Th’ fe Inral farly lr.tatmpnt for l-siV A t if [HA), which is modeled on the Rreast and
t urvic I C.incer Prevention and Treatment Act of 2000. would expand on the Maine and
Mas’ achusatts examples F THA would give all tates the option of providing Medicaid
• ‘iver iqe to low income prechsabied peoole living with I liv. intl would prn’,ida states
.vith enhanced FMAPs for the program. Advocates should asIc ArlLansas’s members of
l\niqrnss to cosponsor and actively ‘:uppott passage of FT HA.

Home- and community-based services Ibr HIV
(jivnn the debilitating effects of HIV/AIDS and the medical treatments used to cc mhat it,
‘ionic and tommilnity based services tHCBS) can be critical for marty consumers

‘I ‘.are. Arkansas has a waiver to provide HCBS under Medicaid, but does not list
,l’J rositive individuals as an eligible category. Expanding e’iigibiiity to people Iivinq with
ii’ /AIDS could significantly improve access to Medicaid and health outcomes.

Roll back new AIDS 0mg Assistance Program limits
lmkar.sas’s new restrictions on its AIDS Drug Assistance Program (ADAP) pose a real
threat to the health of individuals living with HIV/AIDS By barring Medicaid beneficiaries.
the new ADAP limits will force many low-income Arkansans to rely on the limited
ririarmacoutical benefits offered under Medicaid or the chanty of pharmacy assistance
programs. the state should roll back the ADAP cuts by requesting federal ADAP
‘7upplemental funding and/or committing some state resources to cover the added cost.

Reimbursement rates
‘ow Medicaid reimbursement rates are a critical barrier to individuals ieeking care.
Vi increasing number of medical providers find that they cannot afford to provide care
at the Medicaid reimbursed rate, and consequently do not sccept Medicaid patients in
their practices.

Targeted case management forpeople living with HIV and AIDS
Ar Kansas should ask for a waiver to cover targeted case management for oeople living
with HIV/AIDS. The tate offers targeted case management tor youth, ch Idren, the
.,Iderlv, pregnant women, and mdiv duals with disabilities. HIV is a severely debilitating
Jisease that requires smgniticant rt’gular care and treatment management Arkansas
,hould follow Alabama’s iead to cover case management for HIV-positive individuals
through Medicaid
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Expand ARHealthNetworks

H aithNr rtwurt is n innovative state effort to t-pand overage to pr ErvieisIy

irnured in idividnak that Could be oxpano led to ii iake up for detic iew us in the cure

Modi did program I he program was designed to ]Uow r toy rs vho h d not

rnviouly S OVidP( I tealth osuoncu tO their employees to provide a a fety net benefit

nt age thr ugh a pribirc prrate partnersisp. The program overs wor crc it or below

T Pt it btir Sos with tewem than bOO urn Io-ces ibit have rot hid a health pHn

P r more than 1 year significantly more expansive eligibility tn tena than traditional

1ciii ad (11 / F Pt>

oCn henetits rim not r nrore generous than tim core Medicaid package bnt it lees

roiiiht unral of covt-nage fur pree\istrng conditions md hIps subsdrze PICiOiUO is.

espitu it defs ien us and narrow enrollment AbHealthNetworks demonstrates a

naningfnl effort to expand coverage to low income and difficult to insure Arkancans

nan’fing the on grain to nero employers or part trifle wert nrc or improving the benefit

r ick age coold significantly imnorove coverage and poblic health in Arkansas.

ISSUES RELATED TO THE ARKANSAS DEPARTMENT
OF HEALTH HIV!STDIHEPATITIS C SECTION

Zuccesses

ttter a trw bled recent pact characterized by fiscal rnisrnanagernertt, staff turnover, md

lack of ovemight, the HIV/S ID/Hepatitis C section of the Infectious Disease Branch

aithro the Art ancas Depan Imnent of Healths iA DH I Center for Health Protection has

at on s gnificant ‘tops to mnprove tnaiity, pertorrr nce, mid acceuntahirity Over the past

iar red a half, th now r nariagement team has domonstr hod a willingness to or rticdliy

xarnine its prograro and assess what r riot working Tim staff have undertaken a

r urnbor of nit atives to enable the section to better fulfill its mission of preventing new

DIV infections and maxirriizinq access to care arid cervices for Artansans living with

IIV/AIDS.

The section’s Hl\J bervices Program IHSPI, whft h is me 5ponsrble for administration

rod overight of Ryan Whte Part B funded care and services, developed a Quality

mnpro’mnmnt DII P1an n irnprovn the ciuality and effectivoness of the H l\J service

tulivery ystern n r\rk-insas As part et the process of mating tIm DI P an HSP

a ened i Ton citron Advisory Grenp, includinci cornrnurrtybasei providers and
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‘%4.IP ‘virm with HVIAlDS. to jjrovide input and racorninendatinni rfl trineitinriirwj
Ai lean is’s er,ting HIV continuum of care to a model that meets the current
requiraments of the Ryan White HIV/AIDS Treatment Modernisation Art With technw al
a sistjnce from the Health Resources Services Admini ,tration (HRSA), ft e 01 Plan was
Published n May laoS.

(illflVb’IJMJ tho 01 Plan. ADH launched the Service Acci’ss Irnprna,nwnt Initiative. .i pilot
‘.u’ps.t iiitletitalen in nastern Arkansas to test a new model of providing core niedical
intl iinport ervices I he success of the pilnt prolect led to ADH issuing a Request for
pplic atiolls in Octrher 1009 to seek applirants to provide HIV Service Au,ess Centers as

fr)rt A the state’., Ryan White Part B program. The Arkansas Department of Health plans
‘o fund 1 cervic.e access centers across the state, with funding anticipated to begin
•pril 1.2010 thee centers will replace the ConsortiaCARF system

Alonq with revamping the HIV service delivery model, and adoptinq a quality
inarlaciement program, ADH has also made more of an effort to involve consumers
paople living with HIV/AIDS) in its planning and decision making. rho Arkansas

L)epam tment cit Health has convened i Consumer Advisory Board SCAB), which will have
“presentation from consumers in all regions of the stato. The CAB meets monthly and
provides recommendations 10 ADH on ways to better address consumers’ needs.

On the prevention side. ADH staff membeis have met with high-minkinci staff from the
“enters for Disease Control and Prevention (CDC) to eaplore ways to better reach
higher nsk populations with educat on. testing, and prevention messages. As a result
of these meetings, the HIV Prevention statf will be revising the composition and scope
.,f the Arkansas Community Planning Group and creating a comprehensive prevention
dan for the state. The Arkansas Department of Health has also created a new prevention
tc,cused partnership with the Arkansas Minority Health Commission that aims to eliminate
health disparities in HIV/AIDS by increasing awareness and testing to ultimately improve
lhe health of all Arkansans.

Challenges
This r’rrairis a time of significant transition for the HIV/S TD/Hepatitis C section, and L

hie all times ot transition, has generated some anxiety, uncertainty, and resistance
‘o proposed changes. There are also certain structural issues within ADH and state
.;overnment that compromise the section’s ability to do its job in the most etficierit
md effective way porsible.
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Communication and collaboration with the community

itihile there is widespread agreement that communication anronq the Arkansas

L)par tmerit of Health (ADHI and community-based providers and consumers is much

better than it used to be, there remains room for inprovernerit Particularly at times of

erious changes to service eligibility (such as the recent cut in hnaricial eligibility levels

for Ryan White services and the AIDS Drug Assistance Proqrarn [ADAPJ), ADH needs to

onsure that information is communicated in a timely, clear, consistent, and thorough way.

Consumers expressed the desire for one ‘point person” within ADH to be the contact

for qerting important messages about services out to consumert. The new Consumer

Advisory Board should also be able to help with conveying information.

Some community-based providers and consumers expressed frustration at a perceived

“topdown” approach by ADH—the sense that big decisions were made without

adequate consultation of the people who would be most affected or of providers with

significant experience in direct service provision. Some cited a lack of “on the ground”

feld experience on the part of ADH Central staff and an unwillingness to hear the

Oerspectives of those working directly with clients.

Tfi Arkansas Department of Health has endeavored to include providers and consumers

ri Is assessment and planning processes. Part of the prublem may lie in the fact that

ADH his abrogated some of its responsibilities ri tIre past, such as administration of r
ADAP, delegating responsibilities to community-based providers. A reassertion of central

arjthonity over surne functions may cause community-based providers to feel that their

sontrhutions over the years are not being adequately respected or valued.

One other chailenqe voiced by community-based providers is the amount of

Jecurientation arid paperwork now required by ADH. While there is an understanding

of the need for evaluation and quality monitoring, some providers feel that they are

‘sonfrorrted with a choice of helping clients or doing the paperwork required to receive

the funding they riced in order to help clients. Case managers often feel that there are

so many demands on their time that they can only “put out tires” for clients, rather than

ncr form niroactrve case rrianagement.



•i’it i••.’i’n,t

part IV: successes, challenges, and
opportunities for improving healthcare access

Surveillance

In the Ark ansa’ Dnpartnient ,t Health iADH), all reqistries (‘.uiveillanccn are grouped unuer
:ht’ Fipil1h) Stati .flcs l3ranc h. incA all pidemioloqists under the L pidernioloqy Branch.
i hi’, .nrariqunwnt is designed to en°ure technical comp’stenc e in a rnlativoly ¶mall health
‘ieI)artrnr’rlt, but also rnans that HIV/AlDS/SID surveillance is not under the direct
pit i’,dittion of the HIV/STD/Hepatitis C ,ection chief. the state All)S director therefore
king not have control over the day ft day collection, monitoring, and movement of key
lata Surveillance staff ire ,upposed to provide a weekly report of the r umber of new HIV
md Sib cases to the HIV Sit) program eç idemiologist so that the epidemiologist can
nc nitni for spikes and outbrc *5 of disease. However, the section chief of the HIV/StD/
kpatitis C ection reports never having seen one of the°e weekly reports. This ritijation

I is been further complicated by the fict that the HIV/Sit) program epidemiologist
u’ ,ition wj vacant for an evtendnd period in 2009 (although due to be filled in mid
)ecernber 2009) In the past, a consultant working with the HIV Services Program 4130
•ported difficulty obtaining timely and accurate surveillance data.

Accurate, timely data are essential to reponding quickly to disease spikes and outbreaks,
• )rqetinq interventions effectively, monitoring quality; and making the most efficient and
“ffoctive use of lintited resources. Reliable data also form the core of ADH’s ability to
uccessfully compote tor grant funding ind to comply with federal reporting requirements.

summary (lone in 2008 by the ADH Region VI data coordinator found data
orn,lr’tion rates of ‘i9 100%. exceeding benchmarks. Arkansas Department of Health

•urvt’illance staff n-port that upon notitication by a laboratory of a positive HIV or SrD test,
‘ntorrnation is entered into the system and sent to disease intervention specialists within
21 48 hours Arkansas Department of Halth surveillance staff members also report that
tispy do both “active” ind Thassive” surveillance by conducting medical record reviews,
‘naking site visits, irni following up on incomplete laboratory iepnrts, as well as waiting (or
•.‘ports to come in from providers, ircluding case managers.

A ‘iqitificant uroblein up to this point has been inadequate communration between

urveillanc e and the HIV/STD/Hepatitis C section, ocac eihated ny key personnel

ia’;ancies. It is telling that the HIV/STD/Hnpatitis C .,ection chiet has not seen either ‘he
neck ly surveillance reports or the 2008 data summary Conducting accurate and timnlv
.urveillance is rritical, hut is iust oe part of the job. [he data collected must also be
‘ffectively shared with the section tasked with riesiqninq programs. controlling disease,
ir’d applying ror federal funding. Across the country. 11’ t of states address this rsue by
itinrj the’ir ,urvoillanre programs under the ,urisdiction of the state AIDS director.
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Bureaucratic state contract rules

.Shikt Arkansas is known for its fiscal restraint, the complex system of ;tate contracts

in I the different sets 01 riles involved can create a cumbersome s tuation that hinders

hariges that could make programs inure efficient and effe .cve, One oxample of this

me AIDS Drug Assistance Program lADAP>; ADAP had been et up to require clients to

jo through their case managers to obtain refills of prescriptio medications, rather than

heinq able to call the phar macv directly to request refills. This added an extra layer of

Irnirristration nOd expense to the ADAP process. Because of the nature of the soul rast

rh the rTharrnacv. however. A PH vas I inable to modify the contract to allow lients to

tiredly 1lain their nedica lions.

Dpportunittes

Consider creating a Consumer Office within Arkansas Department of Health

i’Jith the creation of the Consumer Advisory Board, the Arkansas Department of

Hnallh iADHI v, doing better at seeking innut from consumers and involving them in

for coons about the systems of care that directly affect them ADH could also explore

ihe posbility of croatinq a Consumer Offce, staffod by a pemon living with HIV/AIDS,

vithin the H V/S FD/Flepatitis C section, as some other states have done. The primary

idvantage of an internal Consumer Office is that the perspective and experience of a

I orson living with HIV/AIDS and representing consumers would be incorporated into

ne lay to day operations and decisions of the section. the Consumer Office riianaqer

culd be the liniscn nutween the section and Ark anas consumers, helping to achieve

uottor communicaton and greater transparency, and to promote better i rnderstandinq

)t Al )H olicy and program decisions among m nsijmers. Having a consumer as part ut

MoH staff could also cngender more trust and support of the Health Department on the

part f consumrs

Continue to seek input from the field—and go there

Vlril significant changes may he necessary to implement a service delivery mcdel rhat

rstter serves Arkansans living :jith HIV/AIDS lespectally in economically challenqirrg

ri os>, the Ar kansas Department of I fealth iADH) cliould he careful riot to go too tar.

I ongtime onimunity based providers nay be resistant to h nge and have cotmuched

viy f doing things, but may aLo possess valuable knowledge of the particular

is rnd characteristic.3 of the (orTiniunitles they serve. This koowledqc 3hould be

i snectod and so gut out by ADH as programs are developed, ann providers should be ê
vn meaninufi il ways to provide input and feedback. DH staff chould also construer

1gm to visits to pmqratns outside the Little Rock area to deveiop a riore mierith

mr taoduiq of the urritnie needs in different regions of the state.
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• Improve communication and consider moving same surveillance functions

under the jurisdiction of the HI V/STO/Hepatitis C section chief

I Ar ss porn iiont of Health neods to ri’ite a ine anism for better

rTrruru ition arid ri;rtiun arrrunq survoiflance. pJonlioIoqy, rod S it ‘;orvN

ororo taf I, as well .rS hettr char iflCJ Of data Simply put, them must he bttur

Mrowor k .virhir i ALrH eveuty seven prrrrent of states give their AIDS directors

.r.du.tiou over srii voiliai e I he Arkansas Department or Health rADHI should

ri usly ir isder itinq the day to Jay i;ollccrron rnorli br ing, and mover nent of ih-rta

‘‘tm the H’’!, FP[—Cprtitis (‘ ‘ ‘ tsn, .hle 1 i-’€’pinq th rn ro n depth arc-r!y’ic of it.i

Mill the ti’c[rnical 0 per 1 in the ,iirveillancc aod epri Jerniology proqrams 1 iS ‘.iOi Id

‘ip -‘nsiime that the HIV/S FD/Hpotitis C 3eclion has timely acr.ess to the (iota it needs

Jecign programs, evaluate quality, and meet grant reqi rirements, helping to fulfill its

oSSic n more efficiently rod effectively.

Examine state public health structure and funding allocation

Tie new eadenship of the HIV/STD/Hepatitis C section ras reached out to collaborate

.vito other health oriented state agencies, such as forming a prevention focused

irtnership with rho Ar kansas Minority Health Commission to encourage H IV

iwarer ess md testing among Ar kansass rrmirlority communities This is a good start

to promote ureater coordination of health efforts The state should also look at ways

f stru turing it health related efforts to improve effectrveness, C oordin ition, arid

ccour tab lity, aod to il(lXinl(i/e the use of limited resources.

Centralize functions and streamline paperwork

jVhere it makes prograr’r mnOtic arid economic sense to do so, Arkansas Department of

is lth should centralize sonic functions that have n the past been delegated to the

ommunity provider cud The AIDS Drug Assistance Program s one example of this

this will help give case managers in the field more time to work with clients. Ptperwork

md reporting requirements should be streamlined to the extent possible, while still

m iintaining compliance with federal requirements and acquiring sufficient nformation 10

r ionitor service quality

Revise cumbersome state contracting rules

irkan’ ns shc old xplore changing policies and regulations, particularly concerning

,ritrJ( ts, that obstruct state agencies ability to he agile and responsive to problems.
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HIV-RELATED STIGMA

successes

me progres has been made in Ar kansas n ini,redsrng aw eeness md decreasing

iiV related stioma over the more than guar teecentriry of the US AIDS epidemic.

r’rn Decerribr 2001 to F ehrriarv 2008, the Ar aicoas Minority Health Cornmissroo

MHC> rod Jefferson Comprehensive Care System, Inc cosponsored an HIV

crevention billboard c impaign titled “H lV/AIDS Affects Us All: It’s time to Talk” The

ri ,r,,riqn S’itured promrnenr ‘nrnmi intv l”ider,, nclurjino srveral loaders from faith

oinrnunities. Jefferson Comprehensive Care ;yterrr, inc. has also produced iideo

)uOlic service announcements targeted at youth HIV prevention, with the mpport of the

‘iLle Pnstivrc F nundation.

ri 2009, more than 30 churches n 1 counties iCmittenden, Jefferson, Mississippi,

‘hillrp, Pula ski, Union, and Washington> participated in “Compassion Sunday” (the

Oiinday following Thanksgiving), educating congregants about HIV/AIDS. The / counties

(‘aturrrI have some of the hicihest incidences of HIV in the state. - Many historically

:2 jc k ullegt”; dod universities have participated ri dIV testing events, often vvith long

res of students waiting to be tested. There are some highly respected church leaders

:+no incorporate Hl\J/AIDS work into their ministries, including Bishop Steven M. Ar cold

it Ot. Mark Baptist Church and Reverend William Robinson of Theressa Hoover lJnitecf

Methodist Cf urch, both in F ttle Rock Some providers in larger population centers or

a ore affluent areas of Arkansas perceive that HIV related stigma is much less of a

a’ Olerri rh:in in the past, aithoi igh there is not unanimous agreement on this.

hallenges

i0ctJitO SOiHO orogress, sTigma, discrimination, fear, and ignorance about HIV remain

,“iidespmea’i in Arkansas. HiV/AIDS stigma is a multifaceted and nnanced phorromenon

ml at can manifest in many different ways and is inextricably intertwined with other forms

of discrimination, including racism and homophobia HIV related stigma in Arkansas ci

artlv dire m the assosation of [P1 wth behav’omn often considered shim eil, ;iiH

ci nlectron bug USC. proinrscuity, amid male to-male sex. :3tgrna occurs in all setIngs,

luding healthcare facilrties. In T ebruary 2009, a 75 year old retired professor was

cllegedly cicred from a North little Rock assisted iving facility One (lay after mo iiriq in

“1 ciU’C of his HIV positive status, which he nad iisclosed on his application
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, \i kar’an’, living wirh HIV/AIDS and their vii,o oruviders report high levels ut fear and
ignorance about H IV among he general public, pai ticularly within sncioeconomically and
‘duc ationally hsadvantaqed communities I his includes a lack of knowledge of even the

I a i f icts about how H IV is and is not transmitted leg, that H IV i annot be tran5mitted
ly sri inng a drinking glass) Consumers also report poor treatment in a variety of

‘altf ire settings, including emergency rooms, dental offices, and pharmacies

4 I/Al OS :1 iqrna ha’ pmufo’ ridly nngativn iniplu ationc for both pi eventon and accost,
ro it itt icts people’s health related decisions, inch tog dlayiriq H IV testing,

irtinig off needed care, and not disclosing HIV ,tatus to sexual or drug using partners

.r rndi al providers Stigma affects both individual and public health People who are
onaware of their HIV status are more likely to trar smit the virus, md people who are
ite to r ter care are often more ill, This can also lead to economic consequences, in the

S mm of lo,t productivity and the need for higher cost medical interventions

.tiqrna experienced in family and socal settings, as well as the perception that the public
I arbors widespread fear and negativity toward people living with HIV/AIDS, may lead to
4roater ecrecv and isolation on the Dart of those living with the virus. This can hinder
sirevention arid education campaigns and efforts to link people living with H V/AIDS

• vith healthcare and services. Stigma also undermines public education about HIV by
liscouraging people living with the virus from disclosing their status and participating in

ducat’un ffort’i

Stigma in rural Arkansas

One providnr of HIV care and services in rural Arkansas noted that “were where the
i’st of the country was in the late 1980s” Another who provides HIV testing mentioned
that people would often park around the corner and take care not to he seen walking
oto the otti,n Many rural providers agree that people living with HIV/AIDS are hesitant
to seek c ire within their own communities because of the “smallness” of rural towns,
and the fear of others ‘knowing their business,” Stories abound of people’s HIV status
being disclosed to others—often by staff of health clinics, who should he the front lines
of preserving confidentiality. There are often no remedies for people who have had their
contidentiahity violated, as the same stigma and iear keeps thena front filing complaints
inder iso Health Insurance Portahilty and Accountability Act IHIPAAI, the federal law

irotect’ng medical information privacy. Providers report that Afrcan American clients

me often i inwilling to visit county health units, a reluctance understandable in the long

hadow of Tuskegee
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Stigma among faith communities

Trmnca’, is -i larqely ‘ociaIIy Co wrvatie ‘tate where oany people hold strong. traditional

I HiOU heliots While cone (,hurchec havi denionstrate I leadership on Iii S/A I IS issues,

others have either remained silent about H IV or hive rontribut d to H IV plated stigma

y oraching that AIDS a curse from Cod for sinful ways. Sonmo African An orican

rk nsans living with HIV/AIDS have comrrientcd that their churches are the “ bggest

b’ fades” to d( ceptance and ,ornpassion for people living with the virus.

()Qportunittes

Education for the public and healthcare providers

Tiith 3 lack of knowledge of ev€n the most basic facts about HIV, more publ c odor ation

Imir lv indicated While there is omo skepticism among consumers that the people

cost ii need of education are the cries least willing to listen to messages about

nV/AIDS, there should be ways to make “DIV 101” information accessible to everyone

th Department of Health (particularly the Consumer Advisory Board (CAB) and the

Orkancas Minority Iealth Commission iAMHCI should be the lead government agencies

Iii ‘d s,,pionai initiatives. The HIV/AIDS 1innrity Task Force has proposed involving local

ommunity leaders in designing education programs about HIV, This approach makes

once, as it is likely to develop educational messages that respect community mores while

‘;ornrnunicatinq factually accurate information about H IV/ADS. In addition to education tor

TIc’ general public, more specmulized education for healthcare providers md people work ing

o healthcare facilities ‘eerTis warranted. This could include information reviewing universal

precautions and discussing the damaging effects of stqma. Wherever possible, people

lying with HIV/AIDS chould be part of ndm ‘itional efforts, This can heln personalize the

“sue, hrc ak down fear mod preludice, and vc’rcome the mentality of “only those people

get aiDS,’

Create an antistigma campaign using social media

In 2009, the Western North Carolina AIDS Prolect (WNCAP( launched a media campaign

to combat stigma in argely rural western North Carolina, l Entitled ‘i need u2 know the

ariipaiqn is designed to raise awareness about how HlV/ADS affects everyone ri tIe

umflrrr’mniry, riot lust people living with the illness, coO to crow support for neople living

vith HIS/AIDS. The campaign features television publ c service announcorrents, is ,vell is

n online petition with a goal of collecting 5,000 signatures, and makes use of ccci ml ii dia

fcc as ‘ieil us more traditional roedirm iik posters, (‘on per stickers, and billhoardc. The

npaigrm is privately supported by the Cable Positive Four dation with a local production

mpariy and cable (hanncls mlso donating time arid talent. WNCAP’s campaign could he

;0
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rr sdel for a icr ilar campaign in Arkansas, and antistigma efforts n other southern tates
ir Iso he ‘xpIored Ir c orporating <oc al medil suc h a Twitter, F ac ehook, arid MySpac e

to in Intl )ngma rnpaign may ii o be an Dec tlve ay to rear h youngnr ludiences.

Seek help from supportive clergy and tailor messages

While rTiar y ct urc hes rc main lent or ire actively stigmatizing about HIV/Al DC, there are

rne notable prominent ommur ty faith leaders Who have hr nn supportive of people

I ii with fllV/AI[Y, and who have hown a willingness to include HIV prevention md

ervic s into their ministries Guidance chould be sought from thm e Inaders about the

o o ,t erfecrive ways to rear h out to omen c orgy and tue messages trial might resonate

tiith then about the need for both F IIV prevention education and compassion for people

‘ving with FIIV/AIDS. A with any ulturally competent efforts, nitiatives with faith

immunities ft oth clergy and cengregantsl need to both undei ,t md whc re people are

‘oming from and meet them where they are There are materials available that deliver

t iith based, factually accurate messages about HIV/AIDS that could be incorporated into

1fort in faith communities

Routinize voluntary HIV screening and require insurance coverage

n 2006, the Centers for Disease Control and Prevention (CDC) announced new

rec ommendations for [1 hI testing, recommending that voluntary, opt out H IV screening

he part of routine medical care for everyone ages 13 to 64 The recommendations were

icaigned to ncrcase arly DIV iJi9diIos5 among the o ,timated 250,000 Amnricans who

lo not know that they are HIV positive, and to bring people into are earlier, hen they

can best benefit from new treatments. Increasing the number of people aware of their

DIV st itus is a key element in prevention and care efforts. Earlier knowledge of HIV status

enefits both individual arid public health, and also has economic benefits in the form of

lower c ost medical interventions and prolonged productivity.

Routine, voluntary opt out (Ic, giving people the right to decline to he tested> creerming

can also be a way to destigmatize HIV. Making DIV screening a regular part cD medical

are, like c holesterol tests or blood pressure screening, can help “normalize” HIV and

make it less intim dating. If everyone were tested for HIV, the stigma, blame, and shame

currently often assoc ated with HIV testing could be markedly reduced. Arkansas should

(on der roguiring health benefit plans to cover I mnnual H IV test for r eople ages 13 to

64 in line with the hoC mccc mmendations. If ore are s milar insurance mandates for

ertain other diseases, uch as prostate c an or, I This recommendation of course raises

the question of how to provide routine screening to the many Arkarisans witf out I ealth

insurance, hut is at least a tarting point toward increasing knowledge of DIV status and

r”duc,ing st gma)
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‘ PROVIDER SHORTAGES AND CAPACITY

uccesSeS

neinq to 2007 mport from the Nrtiorn Assoiat0r •T Ii siith ( ntr; arid the 4
F hm t Hrahrrn ( enter, Ar kan’ois does slightly better than he ii iii nal average n

1 the nr outage of its residents who are ‘mnhJR afly licenfran hised” (dehi ij 1

is kinq idi nato 1 i ocs to a primary sam phy’isian dun to a local ‘hor tage of

hy a sn;). n 2005, about 19 1 of people nationally were medically ticenfranchiced

o p ired to B h’ i rk it ‘a T ancas h is a tr n r etwork of community health

entc r )/federally ualified health € nters, and the Arkan as [)epartment of Health (ADH)

per itE s 94 local health inits in all 75 Arkansas ounties i The Hometown Health

rnprovemr nt (HHI) ii itiatiVe encourages local communitic s to take no laborative action

improve health with support from ADH. According to the ADH Web site. 73 HHI

nitiatives currently Oxist around the state

State laW and rn ilicy makers have recognized the need for more merircal providers,

pe ally ri rural arrors. Arkansas has a rural medical ora tine sh dent loan and

c[,oiarship proqram to pruv:ae assistance to physicians ‘,vno choose to enter rural

;ractrce. Lhe tliiiversity of Arkansas for Medical Sciences tUAMS). the state menJcal $
,csool, is currently op.ndinq ts capacity with a satellite c in uris in nor thvest Arkansas

F jyotteville), zihich i e\pected to eventually accoriieiodat’ 250300 students ‘. in ti e

2009 leqrsldtrve cession. iavrnakers apprnvod an increase ri the tc bacco tax, th th@

rrreeit’; ntended to go to nealth related initiatives. inch rdrnq a $1 M ailocaton divided

smoriq :haritable lirtics around the state. Arkansas also t s a fatewr’Je network at

inca health idi icatior I (enters )AH FCs), the primary edu itional outreach effort of

(AMS. The AHFCc pr’ zide patient care, serve as t’ ining sites for different health

rofessions and eric urage r iral practice choices. Area health edination centers are I
o ated in El Dorado, F iyetteville F t Smith, Helena, Jonesboro, Pine Bluff, Texarkana,

md Batesville/Mountain Home ° Arkansas is also making use of technology such as

telemedicine to enhance medical capacity in outlying areas through programs such

is the Center for Distance Health and ANGELS (Antenat il ar d Neonatal Guidelines,

Educ ation dod I earning System).

4
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C ha II e nq es
fVhde Ar rn’as 1 ‘i” hqhtly (tt(o than tn’ r tioiml •rVi’rage in mini of ttir’ ercentaqe

I rnedn ally disenfr sir hised individuals, most of it, (Ounfles are onsidt red tt least
irnally mm irriIy inder sen vn I i inder (iS 11 ‘partrnent A Health gi idn I ho Ai kansas

D partruent of Health Ho ,rfies only 2 ounties (Boone and Grant) s having adequate
e’s to nindical ervn es ii for fm leral gi ridelines The same so dv that found Ar arisas

Iter th in the n itional average for ineds al disenfranchisement also it por ted that the state
iwo much ‘Jnrr,e thin average ri th porcentage of jnuinmournpd r—smdent who I nave no usual
ource of are fbi includes many Arkansans living with HIV/AIDS (eg, Ti O of Ryan White

‘ ut B clients nave n noun ance) “ While the percentage of rnedii:ally dmsenfran hiserl
cfk cts the impact of physniari ,fiortages on primary (are, inport,; of lack mg a usual source

an P tend hi n’m Icr n ‘ultiple and uvenu conipoundino acr ess harrier , such as those often
faced by people living with HIV/AIDS (stigma, poverty, lack of transportation). Arkansas
aias fifth worst in the nation in 2005 in uninsured lack ung a usual source of care, ranking
ihead of only Florida, Arizona. New Mexico, and fexas. The following chart compares
Arkansas to nearby states in this category

Percent of Uninsured Adults Withpit a Usual Source of Care, 2005148

lnnne’,see 33 7

TA issis sippi

Alaha-nia

Missouri (1 3Sf

Louisiana lB 5(

Oklahoma 50Sf

Arkansas 502%
Texas 60 2’

en reoole living with HIV/AIDS, finding good healthcare can be even more difficult, both
u Arkansas and across the country A recent survey by the American Academy of HIV
‘Sfiv ne indicated that nearly onedhind of surveyed HIV hnalthcare piovnders (including
by c mans, physician assistants, 3nd nurse practitioners> intend to ;top practicing over the
t a) 1i’ars. Arf anoas has mclatively few doctors qualified and willing to provide HIV

ire Reasons for the shortage of HIV physicians include the specialized training needed,
r’1atmv-’ly low reimbursement rates icopecually un the Medicaid program), and th

umoa ssociated with HIV affected individuals. Arkansas AIDS service organizations and
r’, ilso report par tmcular shortages of mental health and dental providers.
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C

i Lh( l;(J t i\/ ‘flP( nuLlS lflf ms that per pIn vii g with H IV cit I .1 ilariy in r ira!

ircras. rust ither wait a long nine or travel a long intance or son retirr ins hoth) to

ei j H IV .pecrltv care. curther soninouriding this prtlenr is the reluctance of rrral

ri’J poSitive Ar dndnr; to eek ( rim locally, becar ‘o of tigma arid foi ,f hriVifl(j thor’

faRes (Iisr,OSed. One rural provider reports that chenits travel 2 jQ miles round trip to

jet r ire P ibIs, transportation 3 virtually nonexistent outside of the more urban areas,

md the high coSt of private tran’portation is a barrier both for low rni:nrno people

iving with H lV/AIDS and for the resource-strapped ( rganizations that try to help them

rt itior n t n’ idered ore servs under By in White Part B, me irsing

f it ir y transport itloii expenses must come ut of the 2b of tunds available for

upport ‘em irces (rather than the !h% available for core services) Even if organizations

an provide gas cards to offset the cost of transportation, many rural residents do not

have vehicles and are hesitant to ask to borrow erie from family or friends because it

Nould mean disclosing information about their health.

rrcj waits for Ippoinlttfleflt5 arid long travel times causOd by the shortage of providers

orrrprnniises standards of sale for people living with HV/AlDS, and can negatively

ittct thr’in health Rescanc[r [las found that lack of a prririary care provider tirrcludrng

nurse practitioner or nhysician assistant! loads to worse outcomes for HIV positive

atrents. In addition to poor ealth uutcornes for individuals, rho lack of physicians can

hzo had to damaging public health conseguenses. lnd,vrduals whose access to care is

ratic mrray he less ii oly to adhere to treatment regimens, Oading to the development

dri ig resistant strains of HIV. Individuals who do rsot have consistent healthcare m iy

o more ikely to engage in behaviors that can spread HIV. rhey may also have higher

c it ml loads, making thorn more likely to trinsrnit HIV if °y do engage iii risky behaviors

Opportunities

Greater integration of HIV care into existing systems of care

JVhile the availability of federal Ryan White fnndirg has provided lifesaving access to

are and services across the nation, the doveloprnent of Ryan White service delivery

ystems has meant that HIV is sometimes not as integrated into other care systems

s it !iould be. Particularly with Ryan White funding not keeping pace with the need

‘sr care, md because Ararmsas receives the least fedemar Ryan VVhite funding f any

,otmthemn state, it is roper tart to maximize the rise of existing hrealthcare resources ro

.5rkansas to prov de care to Arkansans living with HI J/AIDS.
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Art a’ Department of H€alth (Al )Hl has recoqniied the eud for qr1’ter

oordination ar (1 communication betWeen Ryan White Part B providers and pnvate

ysic an, dIV care and or vices houId also he inc orporated morn fully it to the practices

i ommunity health centers and the area health educ ation centers and I (IV iwareness,

i invention, and services information can he included in Hometown Health Improvement

‘atiatives One provider suggested using Arkansas’s network of home health workers to
llf’t blond ‘arnples for laboratory work from rural Ark ancans living with diV. Another

idrntacie Ii) iritugratirig HIV care ii to muitiservice healthcare practices is that it i ,jri nelp

iV( iii me ‘trcima associated with uniru to an [liv cper.ifw i inic

Create “one-stop shops”

oth ervice providers and ,onsurners lamented the lack of “one stop shops’ in
\rkan,as places where people living with HIV/AIDS could get all the medical and social
orvrces they needed in one place, without needing to travel around to multiple sites
lritnqratrncj HIV care into facilities that provide other types of care, as outlined above.

one approach Adding additional servic:es to HI’] medical provider sites is another.
[he University of Arkansas for Medical Sciences (UAMSI clinic, which is already one of
\rtansas’s largest providers of mecjcal services to people living with dlv, could be one

iJace to pilot a one stop shop model Services could include medical and nonmedical

cisc management, nutrition support, outreach workers for Medicaid and the AIDS Drug
A,sistance Program, and ideally also mental health and substance abuse services. While
CAMS currently does not do HIV case management and has not been a Ryan White
ontractor ri the past, Arkansas Department of Health could investigate building a

uartnership with this imnor tant medical provider.

\nother erie-stop shop model, not necessarily specific to Hl’J, s the Jackson Medical
Mall UtvlMl. Created from an abandoned mall in Jackson, Mississippi, JMM is a mix of

healthcare providers, social/human service agencies, state and city government offices,
iniver,ity classroom and conference space, retail shops, and restaurants. The JMM

F mndatron serves as the management arm of the mall, and focuses on holistic healthcare
tar the underserved and on community economic development in the area surrounding
the mall.

Take the show on the road

A rirobrle health van s another possible niechamrism for bringing care and services to
V trinsans for whom access to care is difficult. Because ot stigma, it would be important
ihat any ,tuch mobile program encompass more than lust HIV related care, While a clinic
)n whcels may not lend itself to more complex treatment, a mobile van could provide at a
minimum health creenirgs and basic examinations, and could deliver medications.
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Use federal pro qrams to help recruit providers and explore other sources

of providers

tcs1riil t’laticridl HOdIth SerVice Corps (Nt lSC(, p ii t of Health Hesoiirces eiVV,”S

Jetr.itiun iHHSAI, helps communities recruit .ir’d ‘-‘tain nealrhcrrp provid is, are I

ni jidos i air for(riven(-’ss for clrriicidns who Wc)[ k in ieaith professional shortage iieIs.

‘ 1 tIe NI SC loan tnrqrvf nesS program rlppkCS only to onmriry cane pr virfers, not to

pnialicts Aanv of the sites that qualify for NHSC udrteaDation, such is feder (lv

alitied fi°alth enters or iiral health centers, do not have expertise in HIV treatment.

kirs wuh INCA to i n jte 1 federal rerriJir(-nrent that [JHSC sdes have Hl\J treatment

pen tee, r the ability to link patents to r site that dcl’s, would improve access to cue

‘r Art “ ins living with HIV disease in medically unidurser ved areas. Arkansas could

o ‘ plore what other largely rural slates do to attract “ealthcare providers, and coi iii

v:4iqato rrs mm Ring hr-sill hcare providers horn outside the lJnited States.

Consider designating advanced practice nurses as primary care providers

A ,tidy ri the Anna/s of Internal Medicine found that the g’iality of i;are provided by

ur’-e practitioners and physician assistants was similar to or better than care prnvided

y dcc tors in HIV clinics. Under Arkansas law, advanced practice nurses (APN5) are

ic t onsmdered primary care providers and consequently are reimbursed at rates lo’vor

H an i physician would he tor providing the same service. Currently, An kansas BlueCioss

3lrieShiold reimburses nurse practitioners who bill under their own numbers at /55,

the full fee chedule

A bill n the last legislative session IHB 1134) would have eliminated the mandate for

rollaborative practice agreements between \PNs and phYsic an’,, and allowed AtNu

to ho designated IS primary care providers With a primary care provider designation,

PNs would have been entitled to equal reimbursement from insurance companies for

erforrninq the ‘ame services as physicians the bill dIed in committee.

I he lower reimbursement rates for APNs mean that clinics that use APNs to provide

>ervir es an suffer Jamagmnq economic consequences, ince clinics receive lower

iyments vhen APNs provide the same services that doctors do. But din cs may be

rig APNs because physicians are not available the current reimbursement structure

is the potential to rmeate perverse economic incentives for clinics to turn patients

ay it the door, r ither than incur fur thor financial loses by treating them Increasing

irnhursomenf mate’, for APNs across the board would help correct this. At a minirniimni,

ic ilitmes that can certify that they are unable to ‘jet a physician to provide services ‘,linud

idt nm,mr’asod nr’inih rsemnent rates from insurers for APN services.
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Use telemadicine to Improve provider capacity
Fr r rnr’dic al practitioners in rural Arkansas who m a’ not ba familiar or comfortable with
lnciricisiiiq md treating HIV/AIDS, telemedinne and consult lines could be valuable resourc $
;lin liniver%ity of Arkansas Medical Scmncos is already using k’chnnloqy to share eLvpertise
L’etwnen tertiary cam ronters and -maller facilities. Lnabhrig Arlansas’s Hl\i spucialists t’)
naro thuir I rnvledqe dliii pnrinnce could improve the quality of the care receiv.d by

• 1W ‘n’,itive 4rlinqans in more outlying areas.

Use the continuing medical education requirement to improve provider capacity
‘irkansa’, physicians aic required to have 20 hours of continuing medical education (CML)
redits annually • Ihe Arkansas State Medical Board should consider requinng physicians

have at east 1 hour of HIV related (“ME credit every 2 years. The CME should incorporate
r hr ing on how to identify ymptoms of HIV (and how HIV manifests differently in men and
omen), current treatment options and standards of care, common comorbidities auch as

‘ncjntal health issues and substance abuse, and related psychosocial issues, like stiqma.

AIDS DRUG ASSISTANCE PROGRAM

Challenges

rhi, most inhrT’cdlate challenge facing people enrollea in Arkansas’s AIDS Drug Assistance
Program IADAP) is a potential funding shortfall that has led the Arkansas Department of
iealth (ADH) to cut some drugs from the formulary and reduce income eligibility levels for

the prc’qnm from 500% of F Pt earlier in 2009, to 20016 of FPL in May 2009, to 150% of
FR is of November 16, 2009’ Arkansas’s ADAP also instituted a waitlist, after not hiving
hid one since 2006. Close and assertive management of ADAP by ADH enabled the income
‘ligihility level to return to 20016 FPI as of early 2010 and allowed individuals on the waitlist to
he enrolled in the program As of Aonl 1, 2010. no on was on the ADAP waitlist. The ADAP

its were projected to remove 49 people from the program, beginning in January 2010 As ef
I nhruary 2010, Medicaid recipients are no lonqer eligible for ADAR

rile (,ombination of redlj(,erJ federal funding and significantly increased enrollment t’ip sr.
1mm 2008 to 2009) led ADH to announce the ADAP eligibility cuts. ‘AiDS Drug Assistance
Program enrollees scheduled to be cut from the program have been encouraged to apply
‘ pharmaceutical companies’ patient assistance programs, but providers report that not all
honts will be eligible for these programs. It is highly Ikely that some clients will lose access to

their medications, a , tuation that has serious implications for both individual 3nd oublic health.
dv treatment regimens are complex, and require consistent adherence. Without continuous
iccoss to medications, patients can become nonresponsive to their treatment md develop
irulc; i’-sistanl ‘,tmains of HIV. While ADH will ipply for ‘.oinpetitive federal .eipplemental ADAP

‘.ndunq ill .‘OIO, the underlying issue of the lack of any state contnbution for ADAP remains
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Other challenges with ADAP stern v’om a lack of oversight of the program on the C
part of ADH in past years. The’ AIDS Drug Assistance Program had no coordinator for C
ira imber of years, and functions that could have been more efficiently administered

•.eiitrally were instead delegated to community-based case managers, through whom 5
• .lients needed to get prescription refills. This created a more cumbersome and expensive

uiocess. There has also been a “use it or lose it” perception about ADAP on the part of

omo clients—that if all prescriptions were not refilled entirely (even if not needed).
unople would lose their ADAP eligibility. The current ADH staff is working to address

These issues,

)pportunlties C
Support emergency federal funding forADAP
ihe et. onomic downtum has significantly increased demind on ADAPs across the country.

resulting in funding shortfalls and waitlists. According to the National Alliance of State and

rcsrritorial AIDS Directors (NASTAD), as of January 7, 2010. there were 540 individuals on a
ADAP waitlists nationwide—a 1.155% increase from January 2009. NASTAD and other
ri n’onal experts estimate that an dditional $126 million in federal funding for FY2O1O is S
eeded to meet current program needs. I his funding should be distributed tirst to states

l.gible for ADAP supplemental grants (including Arkansas). Advocates should ask the

An ansas Congressional delegation to support emergency ADAP funding.

Explore using the comprehensive Health Insurance Pool and amend

state law as needed
Arkansas’s Comprehensive Neaith insurance Pool (CHIP) was created in 1995 to

;srovide insurance for Arkansas resi’Jents with high-risk conditions who were ornerw se C
‘ii i.thle to rbtain health insurance. The program has calendar-year deductibles ranging
from $1,000 to $10,000, and has different monthly premiums depending on the deductible

‘.hosen, qender, age, and tobacco use. Prescription drugs are covered at a rate of 80%.”

Other states, such as Oregon, make use of high-risk insurance pools to obtain health s
‘and prescription) coi,erage for people living with HIV, using AIDS Drug Assistance
Zrngrdrn (ADAP) funds to purchase insurance. This leverages limited ADAP funds .ind

ill’ ns Oregon to ensure that many more people have prescription coverage than if ADAP

,‘urchased medications directly. iir’fortunately, this option is not currently available n
\rfranqs, as the (3erieral Assembly rassed a law in 2009 prohibiting the use of employer

‘r qovqrnrnent funds to pay CHIP premiums.’ According to the Arkansas lnsurar’ce

.)eodrtment, this law was prompted oy concerns about insurance agents and employers

‘,..ng to u’;e CHIP as a vehicle for providing group health insurance.’

S
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fhe Arkansas Department of Health may want to look at other states’ use of high-risk
:iisuranco pools, and conduct an economic analysis to see whether using ADAP funds
icr CHIP would enable more people to obtain prescription coverage. If it turns out to be
an efficient use of ADAP monies, Arkansas lawmakers should consider amending state
law to permit this option.

OTHER HEALTHCARE ACCESS CHALLENGES

Mental health and substance abuse treatment services
In Arkansas, mental health and substance abuse treatment services fall under the
‘Jirection of the Department of Human Services (DHS). rather than under the Arkansas
Department of Health (ADH). There is a lack of coordination and communication
among mental health, substance abuse, and HIV/AIDS programs, despite the fact that
these programs are often serving the same clients. People living with HIV/AIDS very
•ommonly are multiply diagnosed with mental health and substance use issues. HIV
services providers and consumers observe that the quantity and quality of mental health
and substance abuse services is often not adequate, and that finding a way to pay for
substance abuse treatment can be difficult The Ryan White funding allocated for mental
health covers only an assessment, not ongoing treatment. While the merging of OHS
and ADH in the past is wiciely viewed as a failure. Arkansas should at least consider
moving mental health and substance abuse tboth significant health issues) under the
jurisdiction of ADH. At a minimum, there must be more communication, coordination,
and collaboration among these program areas to better meet the needs of clients.

Housing
The lack of safe, affordable, stable housing has serious negative effects on the ability
of a person living with HIV/AIDS to access and remain in care. One Delta-area provider
reports that clients cannot even get on a waiting list for subsidized housing, because
‘lie lists are already years long. Another provider notes that most of her clients “keep
‘flaying” because they cannot afford their rents, which interrupts their healthcare and
makes it significantly more difficult to provide case management services. There are
waitlists in all districts for housing, and transitional programs can become c facto
nor rnanent programs when clients have nowhere else to go and no funds to move.
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fr9nsport tion

an[nrtation 5 a (hallerige in both r’ iral ann urban areas Ehe ack of public tr9fl ,Ui taticn

‘oral areas acids an e\tra obstacle for )nsumnrs trying to got to medical and social

ervic PS appointments Some providers report that while clients can nay to get on the

Medicaid sn,’ the c ost is prohibitively “xpensive for both the rents themselves and

I r mall organizations, Even if people t ave their own vehicles, the high cost of fuel and

he aug travel distances involved in rural areas sn pose ‘serious barriers In urban areas,

It’5 on rho nunsber of bus passes allowed by AIDS service organizations means rb P

,‘rts tI-’n do roit have enough passes to get to all their appointments in any qveri mantis

arspartation cballenges are inagnifien ror people who are norrambulab i y, euecially as U
n my aras of Ar kansas (including parts at urban areas) lack adequate sidewalks.

orrectionsreiated issues

\rkansas has 2 state agencies that deal with corrections: the Arkansas Departmerrt of

macnuns rADCI, which is responsible for state prisons, and the Department of Communty

prrections, aihich oversees local/county ails Inmates in Arkansas prisons are tested

HIV Path uuon incarceration and before release Both Jefferson Cornpreherssive Care

ytern, nc and White River Rural Health operate programs to proviae care and services

o inmates in Arkamas prisons The Arkansas Department of Health (ADH) is also working

i collaboration with ADC to develop a program, ‘Corrections to Care,” that will work to

ink inmates to HIV care and ‘services unon release HIV servce oroviders and consiiiisers

:)t’ mat the quality of care for inmates is uneven, and that there is currently rot adequate

Jvulsarge pianning and ore /post release coordination with community resources. Providers

as I consumers rr’por t that Arkansas ails commonly r eNase H IV nosrive nmnares so that

th y do not have to provide them with treatment There needs to be more education about

DiV for correctiorss offic als (both medical and othersl, which hopefully will happen through

Jlaboration between ADH and ADC in the Corrections to Care program.

Dental care access

nsnr mrs and providers alike note that there are many :sreas of the state with not coo igh

lantists willing to treat people living with HIV/Al DS, md rsot eno gb resources avarlabie

o pay tar derrta) services. As of November 2009, the Arkansas Department f Health

roritized dental treatment plans baced on an icuity scale, with Priority 1 representing

ental conditions that hinder people from taking n sdequ ste ni ti ition Priority 1 clients will

ceive ;er ;eps as fuming allows

10
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Culturally and linguisTically competent services

c r ier t, o’ach cultural and IN luistic minority onmunities ‘ffecnvely with prevamtian

Ii ;dnOn and to engage them in care, provftic’rs rreed c u!tmiraiiv and Iinctuicticafly

nptnnt staff Many providers in Ark ansas lack this apacmty. One notable ceptiun

trmunity Clinic in Sprincji(ale, in northwest Arkansas. winch has developed

tfctive uritieach programs 10 the local Marshallese and Hsnanic otnmunitmes.

hr iic ri inlays stat I in’ ti ibm s who ,orr a tram these communities and tailoru

ctrsicn trcqrarns to the cultural n’eds and sensihilitas of the rornmunitias

‘y “nentrnq patients where they are,’ the Community Clinmc has been able to

nnaqe these populations in prevmntiorm and care Another area where r;iiltirral

an ‘ptence training is needed is for providers war king with lesbian, gay, bisaual,

si P ansqer idered urnrnurmities.

Lack of comprehensive, science-based health education

rkansas does riot mandate either sex or H IV education ‘n schools—if sex or H IV

‘Oucation is provided, it rn st stress abstinence and is ‘or reguired to discuss

,ontraception. ‘ From 2005 to 2006, the teen birth rate in Arkansas increased 55,

md Arkansas ranked fourth among US states in 2006 for number of teen births.

Arkansas also has relatively high rates of sexually transmitted infections. It is obvious

from Arkansas’s teen birth rate that many adolescents are sexually active rhe lack of

,omprehensive, sc ence based sex and health education (including information about

HIV/AID$) misses an important opportunity for HIV, STD, and pregnancy prevention,

and means that Arkansas youth are not provided with potentially lifesaving information.
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Arkansas HIV/AIDS Case Prevalence and Rates by County, 2007

‘ POPULATION-ADJUSTED CHANGE IN CASE RATES OF PEOPLE
LIVING WITH HIV/AIDS BY COUNTIES:

Rates as of 12/31/07 compared to 12/31/06, listed in descending order by case rate
tr ,rr v [‘nr rtrn’rri f iIOr \riri r ,on,:rdp rdrritrI t rirrr ri f jj

i r , iii I 1

Prevalence Rate of People Living With HIV/A(DS % Change In
by Arkansas Counties as of 12/31/07 Case Rate/100,000

— — * ————— — — From
COUNTY No. of Cases Rate/100,000 12/31/06

PUL ASKI 1691 161 2 1 / 4

GRIT TENDE N ‘35 [51 2 35

UNION 164 371 3 6.5 G

UT FRANCIS 323 2 311 Yo

PHILLIPS 69 295.7 ‘T 5%

MR LER 23 286.7 3 TY0

MONROE 23 252.9 54

JEFFERSON 96 230.6 1’8 8%

)UACHJA 67 213.

WASHINGTON 383 05.3 ‘36.1 33

GARLAND 195 204.9 3% 8%

3EBASTIAN 213 202.0 I3Yo

CHICOT 193.6

MISSISSIPPI 30 189.4

CARROLL [9 179.2 ‘311 4%

EE 9 167.0 No change

JESHA 22 155.1 22.2%

EMPSTEAD 36 54.2 3% 933

“RAIGHEAD 127 1 [3 9 176%

OLUMBIA 32 130.9

iLWFON 11 130.8

TTLE RIVER 6 122, T No change
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Arkansas HIV/AIDS Case Prevalence and Rates by County, 2007

Prevalence Rate of People Living With HIV/AIDS % Change In

by Arkansas Counties as of 12/31/07 Case Rate/100,000
From

COUNTY No. of Cases Rate/100,000 12/31/06

ARKANSAS 24 20.7 77”,

1 ARK 27 117 8 No change

CROSS 22 154 14.8%

\SHL F Y 2T 105 1

AFAYETTE 8 101.3 Nouhange

3RADL[ Y 12 99.1 No change

GREENE 39 973 21 9%

(ONWAY 20 96.6 No change

NEVADA 0 95,0 112.5%

3E\JIER 5 02.0 15.40

NDEPENDENCE 32 91.7 13.2%

CALHOUN 5 00.0 No change

iRAWFORD 51 36.8

POPE 50 86.7

MONTGOMERY 86.3

BAXTER 33 79.9 16.5%

HOT SPRING 25 /8.8 L7.4Y0

WHITE 57 78.6 i’5.6%

HOWARD 11 /6.3 No change

STONE 9 75.1 312.5%

F3ENTON 145 74.0 36.6%

POINSETT 18 71.8 128.6%

FAULKNER 72 71 5 19.1

cRANKLIN 3 71.1

DREW 13 70.7 rj0 change

rELL 15 68.7
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Arkansas HIV/AIDS Case Prevalence and Rates by County, 2007

Prevalence Rate of People Living With HIV/AIDS % Change In
by Arkansas Counties as of 12/31/07 Case Rate/100,000

From
COUNTY No. of Cases Rate/100,000 12/31/06

A/OODRUI F S 63.3 ho change

ACKSON 1 63 1 10

;EARCY 5 61.9 Ho hango

ZAH[) 3 59.9 NC) change

SAl LAS 5 59,9 No change

POlK 12 589 t9,1°/,

INCOLN 8 56 6 No change

PRAIRIE 5 56.0 No change

PIKE 6 55.3 r2o%

300NE 0 54.9 5

SAlINE 50 53.2 142Yo

MARION 9 53.2 No change

MADISON 8 52.1 No change

SHARP 9 50.1 112,5%

LOGAN 11 8.0 No change

LONOKE 30 7.7 111.1%

SCOTT 5 43.8 No change

(lAY 7 12.4 116.7%

GRANT 7 40.0 116.7%

CLEBURNE 10 39.2 No change

RANDOLPH 7 37.9 No change

‘rAN BUREN 6 35.9 120%

FULTON ‘3 25.5 No change

JOHNSON 6 24.5 No change

CLEVELAND 2 22.6 No change

°ERRY 2 19.2 No change

LAWRENCE 3 17.8 Nochange
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ippendix C:

2009 Federal Poverty Guidelines

THE 2009 POVERTY GUIDELINES FOR THE 48 CONTIGUOUSSTATES AND THE DISTRICT OF COLUMBIA
Persons in family

(3

7

Poverty guideline (100% FPL)

$10,830

1,570

18 310

22,050

25,790

29,530

33 270

37,010
or families with more than 8 persons, add $3,740 for each additional person.

ourc’ Or ted St tes cpartrnent nf Hpaith md i1urnn Sev stIn ,m’up hh’ gei/POUiE AT ‘c’fl’inovprtv html
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